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CHAPTER I

INTRODUCTION

When mental illness was recognized as ". . . the

number one health problem and a national emergency," front
line personnel took responsibility for giving direct care to

patients with mental health needs.

(13:244)

To supply an

adequate number of personnel, psychiatric facilities were

supplemented by nonpsychiatric services, such as public
health.

(17:321)

The community, not the hospital, then

became the focus of treatment for emotional disturbances.

(13:244)

It was natural that public health nurses become

mental health resource persons because of their familiarity

with community services, family dynamics, and interpersonal
relationships.

(17:323)

Need

According to Ayd, "of all . . . psychiatric ills . . .,
depression occurs with the greatest frequency."

(1:2)

The

public health nurse needs to be alert to the possibility of
depression in her caseload.

following:

Authorities recognize the

(1) There is a high incidence of endogenous

depression; (2) affective disturbances occur concommitantly
with other psychiatric disorders; and (3) there is a tendency
for depression to recur.

(1:2)

Depression is a serious

illness because of the extent to which a person may go to
avoid mental anguish.

He may become an isolate; try alcohol;

drugs; or, as 20,000 Americans do each year, commit suicide.
(7:26, 28)

Nurses are able to recognize mental illness when the

symptoms are acute, but can they recognize incipient or
masked symptoms of depression?

In some cases the public

health nurse may be the only helping person with access to
the patient.

However, the full potential for therapeutic

intervention is not reached in many families.

Some of the

families exhibit behavior which a nurse may label as "unco

operative" or "resistant."

These people are seldom given

the benefit of needed mental health nursing care because the

behavior is not recognized as symptomatic of mental health
needs.

Depression may be the problem among many.

Frequently [nurses] sense that behavior is atypi
cal, but . . . lack confidence in [their] observa

tions. [They] don't know how 'different' differences
must be to engage the interest of a psychiatrist or
a mental health consultant.

(12:252)

Purpose

Since symptoms of depression may be interpreted as

uncooperative or resistant behavior, the purpose of this study
was to determine whether uncooperative behavior and a quanti
tative measurement of depression exist in the same patient in
a public health nurse's caseload.

Definition of Terms

Uncooperative patient;

A person who lacks ability

to work with the nurse or other social agencies.
Depression:

(4:266)

An abnormal state of mood involving

negative self-concept, punitive wishes, altered activity level
and changed vegetative signs.

(3:6)

Assumptions

1.

The public health nurse will have variations in

assessing patients because of their own frame
of reference.

2.

Zung's Self-rating Depression Scale is a suitable
screening tool for community use.

3.

Nurses selected for this study will have had a
basic course in psychiatric and public health
nursing in their undergraduate programs or they
will have been prepared in public health nursing
by a special certificate program.

4.

Depressed patients can be identified in the

community.
5.

Nurses do label patients "cooperative" or "unco

operative" whether or not they use those words.

Limitations

1.

The Zung Self-rating Depression Scale has never

been used as a screening device to identify
depression in the general public.

2.

The public health nurses evaluating patients for
the sample will not have observed the patients
the same length of time or under controlled
conditions.

3.

Seasonal changes which affect depression could
not be evaluated, but are known to exist.

4.

Inadequate recording of patient behavior by the
nurses prevented use of health records to validate
the nurses' observations.

5.

The variation of basic instructions given to

patients by nurses because their own anxiety
level was high when dealing with "uncooperative"
patients.

6.

Middle-class nurses will generally be evaluating
lower-socioeconomic patients with different values,
symbols, and patterns of communication.

Scope of the Problem

There is a large number of patients known to multiple

agencies who drain help-giving organizations.

Social workers

use several terms to describe them, but the symptoms are

consistent.

The worker can recognize this patient on intake

as one who not only will accept, but demand that every service
possible be given him.

The patient will, however, resist the

efforts to develop a treatment plan which would improve his
coping patterns.

The social worker or nurse works without receiving
personal gratification from seeing progress in the patient.
(16:454)

The investigators do not mean to imply that all

uncooperative or resistant patients are depressed.

However,

it is suggested as one variable to consider more frequently,
when evaluating a patient with certain negative behavioral
characteristics.

CHAPTER II

REVIEW OF LITERATURE

I.

DEPRESSION

In 1961 Grinker reviewed the literature on depression
and lamented the fact that clinically nothing new had been
done for centuries.
sion into subgroups.

His study divided the symptoms of depres
A "new type" of patient was revealed.

This person did not fit the typical withdrawn picture, but
was described as agitated, demanding, and hypochondriacal.
He aggressively demanded external support, attention, and
continual immediate gratification.

(7:xi)

Others, such as

Friedman, have used Grinker's work as a basis for studies

and have shown comparable results.

(15:237-243)

Research more pertinent to nursing and specifically

to this study was done by French, Croraer, and Klerman.

They

compared nurses' observations and psychiatrists' ratings of
depressed patients and found nurses had a tendency to cluster

depressive symptoms into two groups.

The first was a

preoccupied-withdrawn group who looked miserable.

Nurses

moved toward these patients to help them feel better.
second was a hostile-assertive group.

The

They moved about the

ward with greater ease, but antagonized everyone with their
aggressiveness and negative feedback.

The conclusion of this

study was that the nurse in the hospital setting was not so
sympathetic with hostile-assertive patients.

She avoided

interpersonal contact by asking:
Not to be assigned to the patients, expres

sing anger toward them when in the nursing office
and sometimes questioning the depth of depression
by making the social judgment, 'she could do better
if she would.*

(14:S113)

One of the handicaps encountered during preparation

for this study was that most research on depression had been
done on medical and psychiatric patients in the hospital.
However, public health nurses have the counterpart of these
two groups in their caseloads.

The preoccupied-withdrawn

group uses passive-aggressive methods to extract untold

amounts of time and energy from the nurse.

The nurse will

volunteer to set up appointments; and make endless arrange
ments for services, which are never followed through.

She

may spend unusual amounts of energy just listening to this
patient.

These patients seem to absorb the nurse in their

elaborate environment filled with hopelessness.

One redeeming

factor is that the nurse continues to return to these patients
and in time may find, through trial and error, a plan which
will help.

Attempting to establish a relationship with a hostile-

assertive patient is frustrating, irritating, exhausting and
unrewarding.

An informal survey of public health nurses

confirmed that each caseload had patients who were described

as hostile, resentful, evasive, and demanding.

The complaint

verbalized was that "no matter what you try, nothing works."
Some nurses estimated that as high as fifteen per cent of
their caseloads fell into this group.

The cautious nurse

would not commit herself to a number.

But all agreed these

patients were quietly closed out or rarely visited unless

demands of the patient or other help-giving agency required

If one uses progress as a measurement it may be that

"nothing works" with the passive-aggressive patient, either.
However, the patient who resists every therapeutic inter

vention, as the hostile-assertive patient does, while
demanding so much from the nurse, eventually angers or

"depresses" her.

Planning and assessment for these patients

then becomes complicated and frustrating as negative counter
responses between the patient and the nurse produce tension.

[Eventually the patient] is labeled "uncooperative,"
"difficult," "stubborn," "perverse," or "a problem."
Once this occurs, the kind of relationship between
nurse and patient, which is so important to the
latter"s welfare and to the former's satisfaction

is broken.

(18:88)

II.

UNCOOPERATIVE BEHAVIOR

Schwartz determined the common characteristics of

patients labeled uncooperative;

The term "uncooperative" was frequently used
to describe certain patients. . . . We were
telling medical and nursing students that there
was no such thing as an uncooperative patient;
however, in our unguarded moments, we were
labeling patients and sometimes students with
the same phrase. (20:75)

It was found that a patient was considered uncooperative

". . . when he was stubborn, would not recognize that help
was given or when it was impossible to make him understand."

(20:75)

A composite picture of the uncooperative patient

revealed a person who refuses to accept orders, is demanding,
disobeys, questions treatments, complains, is untidy,
ungrateful, and has a general tendency not to cooperate.
(6:21-25)

There are times when patients are justified in not

"cooperating."

Macgregor directly traced several examples

of uncooperative behavior in the hospital to the patients'
cultural heritage.

Breakdown in communication resulted from

ignorance of patients' language, living habits, or religious
practices.

The giving person felt blocked, so retreated to

the safety of her responsive patients.

The uncooperative

patients felt misunderstood and became more "uncooperative"
until a sensitive nurse became aware of the cultural differences

and changed the environment to meet the patients' needs.

(18:88)

This example points out that nurses do move away from

patients who make them feel ineffective.

But that in some

cases the reason for behavior can be understood much to the

comfort of everyone involved.

The offending behavior would

terminate when the patient left the hospital but the patient
would complain about the poor care he received.
According to Adler both the withdrawn and hostile

depressive patients' ultimate goal is superiority over others.
This is shown in a life style of exploitive, dominating,

demanding and uncooperative behavior.

This style develops

because the patient as a child did not learn to get satis
factions in life from cooperating with others.

(11:58)

The withdrawn and aggressive persons are overly
dependent on help from others.

As they leave the protection

of home and family they find others are not so tolerant of
being exploited or dominated.

The idea here is that both

types of patients in the end control the nurse.

The withdrawn

patient simply extracts service from her in a manner which
is easier to tolerate.

It should be kept in mind that the public health

patients referred to in this study do not have a diagnosed
emotional illness, nor were they known to be under abnormal
stress, which might make them temporarily angry or unable to

function as usual.

This is the reason the behavioral criteria

developed were to identify patients with a consistent life
style of not cooperating.

Bibring did not actually place specific symptoms of
depression into categories but indicated that the basic com

ponent of depression is helplessness.

The type of depression

which develops depends on the stage of maturity of the child's
ego when he first meets continual frustration in filling his

basic needs.

Persons fixated at the oral stage depend on the

external environment for their emotional support.

If the

child meets constant frustration at the oral level, he at

first becomes anxious and angry (the fretful, crying baby),
but eventually feels helpless and depressed.

In a sense,

the baby gives up (failure to thrive). Bibring emphasized
that depression is not from the "oral frustration" but the

child's ". . . shocklike experience of and fixation to the

feeling of helplessness."

(4:36, 37)

In other words, a

person in the oral phase is reaching out to others, but when

faced with overwhelming disappointment, withdraws.

Why fight,

nothing ever turns out right for me anyway?
A fixation at the anal-sadistic phase is demonstrated

by aggressive behavior.

The aggression is stimulated by the

efforts of external objects (people) trying to destroy his
established method of gaining gratification.

(4:37-40)

The distinguishing characteristic of the phallic phase
is competitiveness.

However, the patient does not actually

have to be defeated; the ego is so weak even the fear of

failure brings one's helplessness to awareness.

(4:38-40)

CHAPTER III

METHODOLOGY

The exploratory method was used for this study;
review of the literature showed no previous studies related
to the association of depression and uncooperative behavior.

A hypothesis is used in this exploratory design.

Although

this is not commonly done/ it is an acceptable practice in
research.

This study is based on the correlation of a quan

titative measurement of depression and uncooperative behavior;
a cause-effect relationship is not suggested.

I.

METHOD OF APPROACH

Description of Setting

San Bernardino County covers an area of 20,160 square

miles with an estimated population of 715,000.

Eighty-eight

per cent of the population is concentrated in twelve per cent
of the land area.

Ninety per cent of the land area is desert

and the remainder is timbered mountain areas or fertile valleys.

The 1969 estimated per capita income for San Bernardino County
was $3,051, indicating the relatively low socioeconomic status
of the majority of the population.

(24:8)

At the time of the study the county had eight health

centers with a total of ninety nursing personnel.

Approximately

two-thirds of these were public health nurses.

During the

time the study was done, the Visiting Nursing Association
merged with the San Bernardino County Health Department
becoming a combination agency.

The county had five mental

health care facilities in addition to eight drug abuse
centers that were being developed.

Public health nurses had

given much supportive and preventive mental health care, but
had done little with follow-up of discharged psychiatric
patients, or with specific behaviors of patients.

II.

SELECTION OF SAMPLE

Selection of Public Health Nurses

The patients were selected from caseloads of staff
public health nurses from two health centers.

These nurses

were employed full-time and carried general caseloads.

The

nurses selected were to have an educational background of a

course in public health nursing on the baccalaureate level

or preparation in public health nursing by a special certi
ficate program.

Of the nurses who met these requirements,

eight baccalaureate degree nurses were chosen by the use of
a random numbers table.

The data from only seven nurses was

used because one nurse was unable to find any patients from
her caseload who met the behavior criteria for the study
group,

Eight nurses were chosen to participate in the study
for the following reasons:

(1) to have an adequate sample

of patients without overburdening the nurse, and (2) to limit
the number of individual differences in patient selection by
using as few nurses as possible.

Although demographic data

was not obtained on the nurses, it was noted they represented
a wide range of age, educational background, and work exper
ience.

Also, the conditions under which the nurses worked

varied somewhat.

The study was done as the nurses carried

their usual caseloads.

Criteria for Patient Selection

General criteria.

All the patients included in this

study were chosen with the following qualifications:
1.

Age:

21-60 years of age (may be as young as

eighteen if married, or a woman with children).
2.

Sex:

Male and female.

3.

Diagnosis:

a.

Did not have a diagnosed mental
illness or retardation.

4.

Education:

b.

Not known to be pregnant.

c.

Not within six months postpartum,

Could speak and read English on an

elementary level (approximately fifth grade
level).

5.

Public health:

Had been in direct contact with

public health nurse at least two times within
the past year.

The age limit was broad since authorities indicated
depression occurs at all ages.

The minimum age of 21 was

set for legal reasons and the maximum age of 60 to avoid
possible problems of senility.

Pregnancy or postpartum

cases within six months were avoided because of the possible
psycho-physiological changes that influence mood.

The patient

was required to have an adequate reading level as he would be
completing the depression scale himself.

The assessment of

reading ability was based on the nurse's previous knowledge
of him.

The investigators felt that for the nurse to make

a suitable evaluation of the patient's behavior, he must be
considered a part of her active caseload.

Therefore, a

minimum of two direct contacts with the patient was required
within the past year.

A maximum number of visits was not

established, therefore, some patients were better known than
others.

Specific behavioral criteria.

Patients who consistently

manifested six or more of the following eight criteria dealing

with uncooperative behavior were placed in the uncooperative
group.

If the patients met two or less of the following

criteria they were placed in the cooperative group:

Gives unreliable information:
a.

Distorts information.

b.

Misinterprets information.

c.

Purposely gives false information.

Uses the nurse as a "buffer" between helping
agencies:
a.

Has the nurse make arrangements for services
which patient could do.

b.

Uses the nurse's influence to speed services

or bypass waiting lines.
c.

Manipulates the nurse.

Demands immediate gratification of requests in
a stressful situation:

a.

Calls the office and needs immediate home
visit.

b.

Needs food or money today.

c.

Took her last birth control pill yesterday.

Makes only token provision to avoid further
problems.

Demands attention in excessive amounts and/or

inappropriate ways.
Is critical or unappreciative.

Has "a problem for your every solution."
a.

For each alternative.the nurse suggests to

a problem, the patient has a reason why it
will not work.

8.

Is a visit you would like to postpone (by the end

of the visit you feel irritable or exhausted).
These criteria were developed from studies of uncooperative

behavior, personal experience, and from studies on depressive
characteristics.

Selection of Patients

The population included all patients who met both the
general and specific criteria and were in the caseloads of
the selected nurses.

The nurses went through their caseloads

at their desks, with one of the researchers assisting to

make sure the patient met the general criteria, and to
clarify questions.

For the patient who met the general

criteria (Appendix A), the public health nurse indicated
which of the specific behavioral criteria (Appendix B) he
met, and the researcher checked these on each patient's
sheet.

Patients who met six or more of the specific criteria

were marked for the uncooperative group.

Patients who met

two or less were marked for the cooperative group.

(For this

study, it was of interest to find only those patients who

were definitely cooperative or uncooperative.)

One nurse had

as few as five patients that met the criteria of the study

or uncooperative group and another had as many as seventy
patients who met the criteria of the control or cooperative
group.

Of all the patients who met the specific criteria,

the sample size for each nurse included only ten patients

chosen by the use of a random numbers table.
seventy-five patients were selected.

Initially,

One nurse could not

find any uncooperative patients in her caseload, therefore,
her five cooperative patients were not used either.

sample consisted of 70 patients:

The

35 uncooperative patients

and 35 cooperative.
So as not to influence the nurses, the words "unco

operative" or "depressed" were never used by the investigators
The nurses were told that the behavior characteristics of a

select group of patients were being studied.

Occasionally,

nurses referred to certain patients as "uncooperative."

When the nurses were instructed as to administering the

depression scale, several speculated that the study was about
depression.

Pilot Study

The pilot study was conducted within a San Bernardino

County health center that had eight public health staff nurses
and served a population of 41,550.

To reduce extraneous

influences upon the nurses in their selection of patients,
the health facility used for the pilot study was not used

for the study.

sample size.

Three nurses and eight patients comprised the

As a result of this, the criteria for selection

of patients was refined.

The minimum age limit of 21 years

was reduced to 18 years for those who were married or for
women with children.

The requirement that the patient had

been seen at least two times during a home visit in the past

year was broadened to include at least two direct contacts

within the past year by the nurse.

This allowed for clinic,

telephone, or other direct communications as well as home
visits.

It was found that the nurses asked for further

explanation of five of the eight criteria for uncooperative
behavior.

To reduce the nurses' personal interpretations of

the criteria, specific behaviors were listed to be used as
guidelines.

III.

COLLECTION OF DATA

After the sample was selected, the investigators,
with the assistance of the nurses, completed a data collec

tion sheet with general information (Appendix C) about each
patient.

If there was information that was not known, the

nurses were asked to obtain this during the home visits.

The patient's socioeconomic status was determined by
the occupation and education of the head of the household.

The five divisions used were the following:

(1) lower-lower

(unskilled laborers and welfare recipients); (2) upper-lower

(skilled laborers, working class, blue-collar workers); (3)
lower-middle (small business owners, white collar workers);

(4) upper-middle (most business managers, most professionals);
(5) upper (government officials, some business owners and
professionals).

(2:168-185)

An instruction sheet (Appendix D) was used to teach
the nurse how to administer the Self-rating Depression Scale

(Appendix E) to the patient.

The nurse was then given approx

imately two weeks to make a routine home visit to these

patients.

A visit was not to be made merely to administer

the test tool.

At a convenient time during the visit the

nurse asked the patient to complete the "questionnaire" as
the depression scale was called when presented to the nurses
and the patient.

,

The public health nurses were instructed not to tell

patients that they were a part of a study.

In spite of this,

some nurses prefaced their instructions with the remark "this

questionnaire is part of a study to help me better understand
the problems of my patients."

Apparently they felt more

comfortable when they gave a reason for asking the patient
to complete the scale or "questionnaire."

The basic instructions given the patient were the

following:

(1)

to read each statement to himself, and (2)

to select one answer at the end of the statement which best

described how he felt at that time, and (3) to answer all the

questions.
ipate.

If he refused, he was not to be forced to partic

He was told that the information would be confidential,

The nurse waited for the patient to complete the questionnaire
and replaced it in a plain white envelope.

The nurse then

returned the envelopes to the investigators who scored them.

Data Collection Tool

Dr. William Zung's Self-rating Depression Scale

(Appendix E) was the tool used for measuring depression.
Although it was ". . . devised for use in psychiatric
research, the scale lends itself to use in the general

practice of medicine where most depressions are first
encountered."

(24:1)

To the investigators' knowledge this tool had not been
used to any extent either by hospital or public health nurses.

It is a quick method of testing in that both testing and
scoring usually require less than five minutes.
administered and quantitative.

It is self-

It correlates both the

presence and severity of depression.

(20:63)

The Zung scale consists of twenty simply worded

questions which delineate common characteristics of depression.

The patient is asked to mark one of the four columns in response

to the way he feels ^ that time about each statement.
four possible responses are;

The

(1) a little of the time, (2)

some of the time, (3) good part of the time, and (4) most of
the time.

The scoring was done by the use of a transparent key.
The raw score was converted to an index score.

Index scores

of 43 or below indicate little or no depression.

The higher

the score above 43, the more severe the depression.

The

highest index score possible is 100.
Statistically, the Zung scale correlates reliably with
the more time-consuming Minnesota Multiphasic Personality
Inventory.

The Zung scale compared with the depressive scale

of the MMPI showed a correlation value of 0.70.

In addition.

Analysis of variance of the mean of MMPI D scale
scores differentiated the depressive and anxiety
reaction groups at the 0.05 level of significance,
while analysis of the SDS indices differentiated
them at the 0.01 level of significance, suggesting
that it may be a more sensitive measure for this
purpose. (21:515)

Inter-rater Reliability

A hypothetical case study (Appendix F) was used to test

the reliability of the nurses' use of the criteria for patient
selection.

The investigators developed a multi-problem

family situation and asked each nurse to read and rate it as
she would a patient in her caseload.

The intent of the case study was not to plant obvious

examples of the specific criteria to see if the nurses recog
nized them, but rather to present a typical situation to
evaluate whether there was agreement between the public health
nurses' subjective criteria.

One limitation to this method

was the absence of contact with a real patient, however, it
soon became apparent that the nurses were using past experi
ence as a base to respond to the case study.

Most of them,

in fact, said they knew the family involved and wondered if
this would disqualify them.
To analyze the results the Cochran Q-test (Appendix G)
was used.

This test was selected because it measured agree

ment between matched observations.

The nurse's observations

were matched in that she responded to each of the eight
specific behavioral criteria with a yes or no answer.

CHAPTER IV

ANALYSIS AND INTERPRETATION OF DATA

I.

METHOD AND RESULTS OF ANALYSIS

The initial processing of the data consisted of coding
and recording all demographic data obtained from the data

collection sheet (Appendix C).

From this data a description

of the cooperative and uncooperative groups were compiled.
In addition to recording the demographic data on IBM
cards, the individual, as well as the total, SDS index scores
were recorded.

From this data the arithmetic mean and standard

deviation of the SDS scores were computed for the cooperative
and uncooperative group, taking into account the three socio
economic levels.

The following null hypothesis was proposed:
There is no difference in the level

of depression in patients labeled
uncooperative and cooperative in the
study.

The t-test was applied to the data to determine whether there

was a significant difference in the level of depression
between the cooperative and the uncooperative group.
following formula was used:

The

t = X^-Kj

sp

where Sp =

l/n^+l/n^

The null hypothesis was rejected.

The uncooperative

group had an SDS mean score of 49.88 and the cooperative group
had a mean score of 44.24.

SDS index scores of 43 or below

were not considered to indicate depression.

However, the

higher the score above 43, the greater the degree of depres
sion.

The t-value was 2.24 with 65 degrees

of freedom.

The p-value was significant at the 0.05 level.

(Table I)

Although the differences in mean scores were relatively
small the results did confirm there was a higher level of
depression in patients labeled uncooperative.

However, as

the questionnaires were being evaluated it was obvious that
many patients from both groups had high and low SDS scores.
Therefore, the investigators felt it was warranted to analyze
the data in more detail.

II.

DESCRIPTION OF SAMPLE AND INTERPRETATION OF DATA

The sample included 70 patients.

Of these, 67 correctly

completed the Zung Self-rating Depression Scale (SDS).
dix E)

(Appen

In the uncooperative group, one patient had moved and

another incorrectly completed the scale.

One patient in the

TABLE I

COMPARISON OF THE MEAN SDS SCORES FOR
UNCOOPERATIVE AND COOPERATIVE GROUPS

Standard

Group

Number

Uncooperative

49.88

Cooperative

44.24

(p=0.03)

Deviation

SDS Mean

,

11.15

9.47

cooperative group refused to complete the questionnaire.

This

was of interest to the investigators since it was expected

that any refusal would be from the uncooperative group.
Of the 67 subjects, 33 were in the uncooperative group

and 34 in the cooperative group.
shown on Table II.

The demographic data is

The age range for the uncooperative group

was from 19 to 38 years; the cooperative group was from 18 to
45 years.

The largest per cent of patients in both groups

was found to be between the ages of 24 to 29.

Since age was

the only continuous variable throughout the study, a correla
tion coefficient was obtained to determine the relationship

between age and depression.

The following formula was used:

^(x-x) (y-y)
(x-x)

,(y-y)

The results indicated a very low correlation (r=0.053).
However, there were other relationships which could be of

value to public health nurses.

In both groups, patients the

same age had SDS scores ranging from 30 to 70.

However, the

extremes in scores were not as severe in the cooperative

group.

This substantiates other findings that indicate

depression is found in any age group.

These findings support a study in which it was shown

that "problem" patients in a psychiatric hospital vacillate

29
TABLE II

COMPARISON OF DEMOGRAPHIC DATA FOR

UNCOOPERATIVE AND COOPERATIVE
GROUPS

Uncooperative
Variable

No.

Per Cent

2

6
94

Cooperative
No.

Per Cent

2

6
94

Sex

Male
Female

31

32

100

100

Ethnic Background
White
Black
Mexican-American
Other

15

44

16
1

48
3

6

18

15

45

13

38

1

3
100

0

0
100

3

1
29

Marital Status

Single
Married
Divorced

Separated

1
20

61

6

18

6

18

2
2

100

3
85
6
6
100

Educational Level*

Elementary
Secondary
College

Socioeconomic Level
Lower-lower

Upper-lower
Lower-middle

11
21
1

18
10
5

3

9

29

85

2

6
100

55
30

9
18

26
53

15

7

33
64
3
100

21
100

100
Reason for Visit

Routine health care
Emotional care

Long term care

20
11

2

61
33

24

71

5

6

5

15
15

100

100

Uncooperative

Variable

No.

Per Cent

Cooperative
No.

Per Cent

Crisis within Year
Yes
No

Per cents do not necessarily add up to 100 because of
error in rounding off.

*Indicates some education on that level but not
necessarily completion of that level.

between polarities of independent and dependent behavior.

Poole did not attempt to correlate the "problem" patient with
any specific psychiatric coping mechanism or variable but
rather show there was a vacillation of behavior.

(21:17)

Another reason for analyzing the data by age was to

determine whether the results had been affected by a rise in
depression in persons in the climacteric.

It was found the

oldest person in the uncooperative group (48 years old) had
a lower score than the oldest person (45 years old) in the
cooperative group.

The investigators also broke the demographic data down

by socioeconomic class to the point of determining how many
patients there were from each ethnic group, how many had had
a crisis and so on.

The bulk of this data is not shown in

the text but reference will be made to specific relationships

which may be helpful to the reader working with community
health patients.

There were four males in the sample.

Two were in the

uncooperative and two in the cooperative group.

According

to ethnic or racial background, the uncooperative group had
16 (48%) white, 1 (3%) black, 15 (45.5%) Mexican-American,

and 1 (3%) other.

The cooperative group had 15 (44.1%) white,

6 (17.7%) black, and 13 (38.3%) Mexican-American.

(Table III)

According to marital status, the uncooperative group

had 1 (3%) single, 20 (60.6%) married, 6 (18.2%) divorced, and

6 (18.2%) separated.

The cooperative group had 1 (3%) single,

29 (85%) married, 2 (6%) divorced, and 2 (6%) separated.
Neither group had any widowed.

The uncooperative group reported a range of 1 to 11
living children with a total of 233 children, or 7.1 children

per family.

The cooperative group had a range of 1 to 8

children with a total of 109, or 3.2 children per family.
The uncooperative group had a lower educational level with

more patients reporting only elementary education.
Socioeconomically, the uncooperative group had twice

as many subjects in the lower-lower or unskilled category as
did the cooperative group.

The investigators found the

public health nurses had chosen 18 uncooperative patients

in the lower-lower class and 9 in the cooperative group.
In the upper-lower class, the opposite was true with 10

patients in the uncooperative group and 18 in the cooperative.
It is not surprising to find as large a number of patients
in the lower-lower class considering the per capita income
of San Bernardino County.

The relationship, however, between

the number in each group could indicate that nurses identify
patients in the lower-lower class as uncooperative more often
than those with higher socioeconomic status.

(Table IV)

It was of interest to note that as the socioeconomic

Other

*Rounded per cents.

Totals

Mexican-American
49.8

No.

Per Cent

Mean

49.7

Mean

Black

Per Cent

41.4

No.

SDS

Cooperative

White

Ethnic Grour

SDS

Uncooperative

67

No.

NUMBER AND SDS MEANS OF UNCOOPERATIVE AND COOPERATIVE
SUBJECTS LISTED ACCORDING TO ETHNIC GROUPS

TABLE III

ICQ

1.5

41.8

10.4

46.3

Per Cent

Totals
SDS

55

27.6

48.9

45.8

Mean

level increased the amount of depression also increased in

the uncooperative group.
ative group.

The opposite was true in the cooper

The lower-lower class cooperative group had

more depression than the upper-lower or lower-middle class.
Therefore, the greatest difference in SDS scores was between

the lower-middle class cooperative and uncooperative groups.
The uncooperative group showed 16 (48.5%) of the

patients with an annual income below $3,000 per year and 17
(51.5%) above $3,000 per year.

The cooperative group had

only 11 (32%) with an income below $3,000 and 23 (68%) above
this amount per year.

Twice as many patients were visited for emotional

reasons in the uncooperative group as in the cooperative
group.

According to the nurses' estimation 22 (67%) of the

uncooperative patients had been involved in a crisis within

the past year.

In the cooperative group only 12 (35%) of

the patients had had a crisis.

In both groups it was noted

the SDS mean was higher where a crisis had not occurred.
(Table V)

This seems to indicate that the presence of a

crisis may have an association with uncooperativeness although
not necessarily with depression.
What constituted a crisis was based on the subjective
criteria of the individual nurse.

The investigators felt it

was beyond the scope of this study to determine whether the

55.2

Lower-middle

Totals

50.5

Upper-lower

Per Cent

48.1

No.

SDS
Mean

Unc^ooperative

Lower-lower

Level

Socioeconomic
No.

Per Cent

Cooperative

BASED ON OCCUPATION AND INCOME

37.4

45.4

27.1

SDS
Mean

NUMBER AND SDS MEANS OF UNCOOPERATIVE AND COOPERATIVE SUBJECTS
LISTED ACCORDING TO SOCIOECONOMIC LEVELS

TABLE IV

17.9

same situation was viewed as a crisis by both patients and
public health nurses.

Crises related to the uncooperative

group usually involved negative interactions with social

agencies.

Situations were associated with arrests, drug

users, child battery, etc.

In the cooperative group the

crises were usually different in that they involved family
problems related to diagnosis of a mentally retarded child,

long-term illness, or children's learning problems.
The question was asked whether the distribution of

subjects during patient selection was unusual and if so, what

influence this had on the study.

Was it possible that the

differences in SDS scores were due to the variables of ethnic

group, crisis, social class, sex, marital status, and reason

for the nurse's visit?

For example, the number of Mexican-

American and white patients were in proportion between the
uncooperative and cooperative groups.

However, the distri

bution by socioeconomic class shows there were more Mexican-

American patients in the lower-lower class than white patients
who were considered uncooperative.

The chi square test was

applied to determine whether the distribution of these

variables was different between the cooperative and the
uncooperative groups.

The following formula was used:

■E

(observed - expected)

Chi Square =

expected

Totals

No crisis

Crisis
49.3

Mean

Per Cent

Occurrence

No.

SDS

Crisis

Uncooperative
No.

Per Cent

Cooperative

43.4

Mean

SDS

No.

49.3

50.7

Per Cent

Totals

NUMBER AND SDS MEAN OF UNCOOPERATIVE AND COOPERATIVE SUBJECTS
LISTED ACCORDING TO NURSES' ESTIMATE OF CRISIS
OCCURRENCE WITHIN PAST YEAR

TABLE V

50.9

45.8

SDS
Mean

The distributions with respect to ethnic group and

crisis were significantly different between the cooperative
and the uncooperative group (p=0.01).

The cooperative group

had more blacks than the uncooperative.

(Table III)

More

of the uncooperative group had crises than the cooperative.

(Table V)

The difference in distribution with respect to

socioeconomic level was somewhat less significant with a pvalue of 0.067.

A greater number of the lower-lower class

were in the uncooperative group.

(Table IV)

To rule out the possibility that the difference in

SDS mean scores between the cooperative and the uncooperative
group was due to these differences in distribution, we tested
differences in SDS means between the variables of ethnic

groups, crisis and no crisis, socioeconomic levels, and
reason for the nurse's visit.

found to be significant.

(8:34-50)

These were not

This reinforced that differences

in SDS scores were related to cooperativeness or uncooperativeness rather than to the patient's age, sex, ethnic group
or socioeconomic class.

The Zung Self-rating Depression Scale was designed to

include statements which cover the affective, physiological,
and psychological symptoms of depression.

In Table VI the

SDS mean scores for the cooperative and uncooperative group

were indicated for each category.

Using the t-test the

TABLE VI

COMPARISON OF UNCOOPERATIVE AND COOPERATIVE GROUP

SDS MEAN SCORES FOR AFFECTIVE, PHYSIOLOGICAL,
AND PSYCHOLOGICAL DEPRESSIVE SYMPTOMS

Depressive
Symptom

Uncooperative

Cooperative

Affective

Physiological

13.9

Psychological

18.6

N.S.

uncooperative

group indicated more physiological symptoms than

did the cooperative group.

The p-value was 0.01.

From the literature reviewed, it was expected that the
lower class would exhibit more physiological symptoms masking
depression.

(19:242)

Tables VII and VIII show the SDS mean

scores of each category of symptoms by socioeconomic level
for the cooperative and the uncooperative group.

It was noted

that the lower-middle class uncooperative subjects indicated

more physiological symptoms than did those in the lower-lower
class of both cooperative and uncooperative subjects.
p-value was

The

0.05.

The uncooperative group had a significantly higher
(p=0.05) mean score on the following three SDS statements:
(1) "I have crying spells or feel like it"; (2) "my heart

beats faster than usual"; (3) "I get tired for no reason."

Inter-rater Reliability
The Cochran Q-test was used to test agreement among

the nurses after they read the case study (Appendix F) and

selected the specific behavioral criteria (Appendix B) they
felt it described.

The p-value was

0.025 or significant

at the 0.05 level.

This indicated that although the nurses

were using subjective criteria, they showed a significant
degree of agreement among them in their selection of the
behavioral criteria.

TABLE VII

UNCOOPERATIVE GROUP SDS MEAN SCORES OF AFFECTIVE,
PHYSIOLOGICAL, AND PSYCHOLOGICAL SYMPTOMS
FOR THE THREE SOCIOECONOMIC GROUPS

Lower-lower

Upper-lower

Lower-middle

Affective

Physiological*

15.5

18.4

19.8

Psychological

19.8

18.1

20.6

*Lower-middle class found to be significantly higher
(P

.05).

TABLE VIII

COOPERATIVE GROUP MEAN SCORES OF AFFECTIVE,
PHYSIOLOGICAL, AND PSYCHOLOGICAL SYMPTOMS
FOR THE THREE SOCIOECONOMIC GROUPS

Lower-lower

Upper-lower

Lower-middle

Affective

Physiological

Psychological

14.2

14.3

12.6

19.3

14.6

CHAPTER V

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

I.

SUMMARY

The purpose of this study was to determine whether
uncooperative behavior and a quantitative measurement of

depression exist in the same patient in a public health
nurse's caseload.

The literature review included research done on the

classification of depressive symptoms and characteristics of

uncooperative behavior.

From this material the general and

specific behavioral criteria for patient selection were

developed.

The investigators chose the Zung Self-rating

Depression Scale (SDS), as the instrument to measure depres
sion.

A pilot study was done on eight patients to refine the

general criteria for selection of patients (Appendix A) and
the specific behavioral criteria (Appendix B).
Over a two-month period seven San Bernardino public

health nurses administered the Self-rating Depression Scale

to 67 subjects.

Of the 67, 33 were classified as uncoopera

tive and placed in the study group; 34 were classified as
cooperative and placed in the control group.

Classification

of uncooperativeness or cooperativeness was based on the

specific behavioral criteria as evaluated by the public

health nurse.

The uncooperative or study group had a signifi

cantly higher (p=0.05) SDS mean index score of 49.88 as com

pared to the control group mean of 44.24.
The data was further analyzed in an attempt to identify
demographic variables which might have been correlated to

uncooperative behavior or depressive symptoms.

The variables

of crisis and ethnic background were correlated to uncooperativeness (p=0.01).
Since the focus of this study was on the community
health patient and his behavior, little attention was given
the public health nurse and her reactions.

Through the use

of a case study to test the inter-rater reliability, it was
shown that public health nurses' feelings and reactions about
patients are important, can be tested, and validated.

Also,

the specific behavioral criteria were a method to objectively
identify a type of patient behavior in the community which
had been known to exist in hospitalized patients.

The rela

tionship of uncooperative behavior to the demographic variables
was then explored.

Clinical Implications
The investigators have shown that behavior labeled
uncooperative can be a mask for depression and have developed
a composite picture of the uncooperative patient from the

public health nurse's viewpoint.

The uncooperative patient

is not one who gives unreliable information, is manipulative,

demanding, critical, or irritating, but rather, has developed
a style of life which could be better described as a syndrome
of these components.

Although statistically not significant, the uncoopera
tive patient (as selected by the public health nurse) is more
apt to be;

slightly older, in the lower-lower class, of a

lower income, less educated and have more children than the

cooperative patient. A low correlation was found between age
and depression.

To the public health nurse the importance

of the age is related to the child's developmental stage.

Public health nurses have access to homes where other agencies
may not be welcome.

This access gives the nurse an opportunity

to observe and evaluate coping patterns and child rearing
practices of a wide variety of families.

When the nurse

enters a home equipped with an understanding of healthy and

abnormal ego development, she is in a position to promote
primary prevention of emotional disturbances.

II.

CONCLUSIONS

This study resulted in the following conclusions:
1.

The null hypothesis was rejected.

There is a

difference in the level of depression in patients
labeled uncooperative and cooperative in the study.

Lower-middle class uncooperative patients express
depression more often by the use of physiological
complaints than lower-class uncooperative patients.
Uncooperative patients were involved in a greater
number and different type of crises than were

cooperative patients.

Crises presented by the

uncooperative patients usually involved negative
interactions with social agencies; this was not
generally true with the cooperative group where

crises tended to be related to family problems.
Four groups of patients emerged from the study
They were the following:

(1) uncooperative and

depressed, (2) uncooperative and not depressed,
(3) cooperative and depressed, and (4) coopera
tive and not depressed.

Public health nurses used personal variation in
assessing patients.

However, there was agreement

on the behaviors which they considered to be
uncooperative.

Depressed patients can be identified in the com

munity and the Zung Self-rating Depression Scale
used to measure■depression in public health
patients.
The public health nurse can do some evaluation of

the presence or absence of depression in a given
patient on a specific day and place in time without

becoming involved in psychiatric diagnosis and
treatment for which she is not qualified.

III.

RECOMMENDATIONS

Clinical Recommendations

1.

Public health nurses should consider the possibility
of depression when working with patients they conder uncooperative.

2.

The public health nurse should seriously consider
the possibility that the physiological complaints
reported by her uncooperative patients may be
associated with depression rather than with a

disease pathology.

Recommendations for Further Stud

1.

Design a study which will identify the charac
teristics of cooperative behavior.

2.

Repeat study with focus on cultural heritage
rather tlian socioeconomic class.

3.

Correlate demographic data and work experience
of the nurse with the patient data.

4.

Repeat this study on a group of uncooperative
patients with specific diagnosis (for example.
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tuberculosis patients) .

Use the SDS as a screening device to establish
the frequency or incidence of depression within
a public health nurse's caseload.

.;- '-^ _„• . «•

V' '>

^

.

■• ,
'

•'
♦

.'-<-'A■^'\-^'

. . ■•-i- -■-V-*., .>■••',

'

*

}

' '

■*' ^
t

,/
j

'^■'rX''V .*r

5*

,"v -

«

^ ''

'

iV

f

?
*

*"" *

i.

*ii ^

^

> "^ *>•> ' f

S

*'1

- V»»

.>

^

"* }5

>

l

y2
f

)

■ }f-' .,, •

V '

'%

*

BIBLIOGRAPHY

'

'

j/-

» /' 'i '

'

'

*

%
S'lV .;■'■ • ■

.,■

I*

» .

^

<. '

' tr /s

^

.

-*

>

' >

•

w

.

t

<

^

f-

, .

,/, '

' <A

BIBLIOGRAPHY

BOOKS

1.

Ayd, Frank L., Jr., M.D. Recognizing the Depressed
Patient. New York: Grune and Stratton, Inc.,
1961.

2.

Barber, Bernard. Social Stratification—A Comparative
Analysis of Structure and Process. New York: Harcourt,
Brace, and Company, 1957.

3.

Beck, Aaron T. Depression—Clinical, Experimental, and
Theoretical Aspects. Evanston: Harper and Row,
Publishers, 1967.

4.

Bibring, Edward, M.D. Affective Disorders. Edited by
Phyllis Greenacre, M.D. New York: International
Universities Press, Inc., 1953.

5.

Burd, Shirley F. and Margaret A. Marshall.
Approaches to Psychiatric Nursing.
Macmillan Company, 1963.

Some Clinical

New York: The

6.

Burton, Genevieve. Personal, Impersonal and Interpersonal
Relations—A Guide for Nurses. New York: Springer
Publishing Company, Inc., 1958.

7.

Crammer, Leonard, M.D. ^ From Depression.
New York: Simon and Schuster, 1969.

Dixon, W. J. (ed). BMD Biomedical Computer Programs
X-series Supplement. Los Angeles: Unxversity of
California Press, 1969.

Grinker, Roy R., Sr., M.D., et
The Phenomena of
Depressions. New York: Paul B. Hoeber, Inc.,
Medical Division of Harper Brothers, 1961.
Siegel, Sidney.

Non-parametric Statistics for the

Behavioral Sciences.

Company, Inc., 1956.

New York: McGraw-Hill Book

B.

PERIODICALS

Adler, Kurt A., M.D., "Depression in the Light of
Individual Psychology," Journal of Individual
Psychology, 17:56-67, May, 1961.

Barckley, Virginia, "The Nurse in Preventive Psychiatry,"
Nursing Outlook, 8:252-254, May, 1960.
Downey, Dorothy, "Public Health Nurses* Attitudes
Toward a Patient With a Psychiatric Diagnosis,"

Nursing Research, 18:244-250, May-June, 1969.
French, Nancy, Margorie Cromer, and Gerald L. Kleritian, M.D.,
"The Nurse and the Depressed Patient—Problems of
Assessment on a Research Ward," Canadian Psychiatric

Association Journal, 11:8105-3115, Supplement, 1966.
Friedman, Alfred S., "Minimal Effects of Severe Depression
on Cognitive Functioning," Journal of Abnormal and
Social Psychology, 69:237-243, March, 1964.
Lance, Evelyn A., "Intensive Work with a Deprived Family,"
Social Casework, 50:454-460, October, 1969.

Leonard, Alvin R. and Esmer S. King, "Involving Public
Health Nurses in Mental Health Care—I.

Work with

Patients and Families Before and After Discharge,"
Hospital and Community Psychiatry, 19:321-324,
October, 1968.

Macgregor, Frances C., "Uncooperative Patients: Some
Cultural Interpretations," The American Journal of
Nursing, 67:88-91, January, 1967.

Schwab, John J., et ^., "Sociocultural Aspects of Depres
sion in Medical Inpatients—II. Symptomalogy and
Class," Archives of General Psychiatry, 17:539-543,
November, 1967.

Schwartz, Doris, "Uncooperative Patients?" The American
Journal of Nursing, 58:75-77, January, 1958.

Zung, William W. K., M.D., "A Self-rating Depression
Scale," Archives of General Psychiatry, 12:63-70,
January, 1965.

/ Carolyn B. Richards, and Marvin J. Short, M.D.,
"Self-rating Depression Scale in an Outpatient ClinicFurther Validation of the SDS,"

Archives of General

Psychiatry, 13:508-515, December, 1965.

C.

Poole, Sarah J.

UNPUBLISHED MATERIAL

"A Study of the Behavioral Characteristics

of Problem Patients in the Psychiatric Setting."
Unpublished Master's thesis. The University of
California, Los Angeles, 1968.

D.

MISCELLANEOUS

Focus on San Bernardino and Riverside Counties.

Published

by Bank of America N. T. and S. A., January, 1970.

Zung, William W. K., M.D.
Milwaukee, Wisconsin:
May, 1966. (Printed)

"The Measurement of Depression."
Lakeside Laboratories, Inc.,

"%«•'«.

'/

'-A- •

APPENDIX

i,..' ■■S: '' 'y

K •

APPENDIX A

GENERAL CRITERIA

Age;

21-60 years of age (may be as young as 18 if married

or a woman with children).
Sex:

Male and female.

Diagnosis:

a.

Did not have a diagnosed mental illness
or retardation.

Education:

b.

Not known to be pregnant.

c.

Not within six months postpartiim.

Could speak and read English on an elementary

level (approximately fifth grade level).
Public health:

Had been in direct contact with public

health nurse at least two times within the past year.

APPENDIX B

Nurse's No,

DIRECTIONS;

Patient's Name

Please mark each item by checking the appropriate
column. If the patient CONSISTENTLY responds as
the item indicates, mark the "yes" column; if he
does not, mark the "no" column.

SPECIFIC BEHAVIORAL CRITERIA
1.

Gives unreliable information.

2.

Uses the nurse as a "buffer" between

helping agencies.

3.

Demands immediate gratification of requests
in a stressful situation.

4.

Makes only token provision to avoid further
problems.

5.

Demands attention in excessive amounts or

inappropriate ways.
6.

Is critical or unappreciative.

7.

Has "a problem for your every solution."

8.

Is a visit you would like to postpone.

QUESTIONNAIRE SECTION - Do Not Mark
Statement

1

2"

APPENDIX C

DATA COLLECTION SHEET

1.

Group

2.

Nurse's No.

3.

Patient's Name

4.

Pt's. Code No.

5.

Pt's. Address

6.

Age

7.

Sex

8.

9.

Ethnic Group

Marital Status

No.

1 Study

Rialto

2 Control

San Bernardino

1

Female

2

Male

1
2
3
4

White
Black

Mexican-American
Other

1

Single

2
3
4

Married
Widowed
Divorced

5

Separated

1
2
3

Elementary
Secondary
College

of Living

Children
Education

12.

13.

Occupation

Income

1

Lower

2

Middle

3

Upper

1
2

Below $3,000/year
Above $3,000/year

Reason for Visit

1

Routine Health Promotion

2

Emotional Health Supervision

3

Long-term Chronic Illness

Significant Loss or Crisis Within Past Year Approximately;
1

Yes - Explain:

2

No

*

•

<

APPENDIX D

INSTRUCTIONS

At the end of the routine home visit, or when most

convenient, the public health nurse will ask the patient to
complete the questionnaire with the explanation that "it is

designed to help the nurse better understand her patients."
Reassure the patient that his answers will be confidential.
INSTRUCTIONS TO THE PATIENT:

"On the questionnaire are twenty statements.

Read

each statement carefully and select one answer at the end

which best describes how you feel NOW.
statement together."

Let's read the first

(Read the first statement to the patient

and then read all the answers at the end of the statement.

If the patient asks which one to check or if his answer is

right, say, "Which answer best describes how you feel right
now?")

Some patients ask for clarification on questions 5
and 6.

For question 5, a patient may say he is on a diet and

therefore, not eating as much as usual.

question as if he were not on a diet.

Ask him to answer the

For question 6, the item

may be clarified by asking the patient if he enjoys being with
people of the opposite sex.
As far as possible, however, the patient should complete

the questionnaire without assistance or interpretation from
the nurse.

Have the patient immediately return the question

naire to you and place it in the envelope provided.
The same procedure will be followed for both groups
of patients.

Any deviation from the procedure due to circum

stances found in the home should be noted by the nurse so

this can be evaluated as to the possible effect on the analysis
of the data.

Make sure the patient answers ALL the questions.

Patients who refuse to complete the questionnaire
should not be forced to participate.

It can be emphasized,

however, that the patient's information will be confidential.

to

I still enjoy the things I used to do

off if I were dead

I feel that others would be better

My life IS pretty full

I feel that I am useful and needed

I find it easy to make decisions

I am more irritable than usual

I am restless and can't keep still
I feel hopeful about the future

used

I find It easy to do the things I

I get tired for no reason
My mind is as clear as it used to be

I have trouble with constipation
My heart beats faster than usual

I notice that I am losing weight

I still enjoy sex

I eat as much as I used to

I have trouble sleeping at night

I have crying spells or feel like it

I feel down-hearted and blue
Morning is when I feel the best

A Little
of the Time

Some of
the Time

ZUNG'S SELF-RATING DEPRESSION SCALE

APPENDIX E

Good Part
of the Time

Most of
the Time

APPENDIX F

INTRODUCTION:

The Smith family has been known to the health depart
ment for several years. Mr. Smith has been in jail for the
past year because of drug abuse.

He is due to be released

in a few weeks.

I.

Family Identification:
Frank Smith
Martha
"

Sally

"

4

Kevin

"

1

Address:

II.

27
26

416 Calumet, San Bernardino, California

Social History;

1.

Housing: Family of 4 lives in a one bedroom, sparsely
furnished, unkempt house. Rent $65.00 per month.

2.

Education:

3.

Income:

4.

Emotional Adjustment: Martha apparently looking
forward to Frank's return home. There is a history

Husband and wife both finished 10th grade.

ADC

of marital problems.

5.

Religion:

Catholic, attends irregularly.

SUMMARY OF FAI4ILY HEALTH RECORD:

Martha:

to October, 1969.

Has no history of serious illness or accidents. Menses
began at 11 years. Both pregnancies were normal except
when under stress before Kevin was born.

Considered

placing children in a foster home when husband was
arrested so she could work, but decided to go on
welfare.
No relatives in the immediate area.
as a waitress until Kevin was born.

Sally:

Worked

Healthy 3 1/2 year old. Well developed and active.
Hospitalized at SBCH at 20 months of age for ingestion
of aspirin. Mother planning to place her in Head
Start as soon as she is 4 years.

Product of normal pregnancy and uncomplicated delivery,
Was born at approximate time his father was arrested.
No history of serious illness, or accidents. Has no
known allergies. Denver Developmental Test given at
10 months. Passed the fine and gross motor for the
8-10 month infant. Results in language and social
were retarded. Possibly this was influenced by
Martha, who became anxious during test and tried to
make Kevin follow instructions.

PEN will retest in

3 months.

Martha
county.

Attempted home visit.

Family moved out of

Close record.

Record reopened. Martha Smith called requesting
family planning information. Mr. Smith is due to be
released from jail soon.
5/5/70

Martha Seen in planned parenthood clinic. One month
supply of Ortho-novem given. Home visit arranged for
5/8/70. PEN suspects there may be problems in the
home when Mr. Smith returns.

5/8/70

>/10/70

Martha

NAH; card left to call PEN.

Martha Met Mrs. Smith at a neighbor's house. Arranged
another appt. for 5/14/70. Husband to be released
from jail 5/18/70.
Martha In the late morning was still dressed in robe
and slippers. Apologized for the way she looked,
forgot the nurse was coming. Chain smoking, under
weight and pale. There were several beer cans in
the wastebasket. "I'm glad they sent out a new
nurse because I didn't get along with the other one."
When PEN asked which nurse this was, Martha indicated

the nurse involved with the family when husband was
arrested. States having the total responsibility of
caring for the children while her husband has been
away made it difficult for her to keep appointments.
Denies feeling overwhelmed. Has not started pills,
waiting until her husband comes home. Asked the
nurse several times to call her social worker regarding
her ADC checks. Neighbor told Martha checks would
be stopped as soon as Frank was released. Unable or
unwilling to give social worker's name.

Sally

child.

Mother reports that Sally is a happy active

She enjoys Head Start and is anxious to go

to school.

Was playing in the yard when nurse came.

Immediately left for Head Start.

Kevin Appears to be a healthy youngster. Did not
discuss the Denver Dev. on this visit. Playing in

the kitchen cabinets when nurse arrived.

Encouraged

Martha to place meds, cleaning agents, bleach, etc.,
out of his reach. Kevin sleeps with mother at present.
Discussed what other arrangements might be made for
when husband returns.

States there will be no

problem since they will be moving to a larger apart
ment.

CHC appt. given for 5/20/70.

5/20/70

Failed CHC.

6/10/70

Martha

H.V.

Frank is out of jail and has found a

job in construction. States she does not know the
name of his employer or how much he makes. (Seems to

have a real problem remembering names, dates, places,
etc., which makes it a little difficult to talk with

her about anything.)

Husband has to report every week

to his probation officer. Has started her pills but
has many questions regarding how safe they are.
Kevin

Martha states Frank is upset because Kevin

will not go to him. Discussed the fact that this
is quite normal. Servicemen and others who have to

be away from their families also have to get reacquainted with their children.

Martha states the

same thing happened with Sally, because husband was

in jail before.

But he (Frank) expects Kevin to

act like a man. Frank also upset because Kevin
fusses at bedtime. Discussed need to get him a bed
of his own instead of sleeping with parents in
double bed.

Sally Home from Head Start. When asked why she was
home. Mother stated, "I just didn't feel like sending
her today." Seemed upset and when encouraged to
discuss it more said, "The other nurse told me she

(Sally) was slow.
she's okay.

But the Dr. in the clinic says

What do you think?"

When nurse referred

question back to pt. she stated, "Frank says that
she is just like he was when he was that age—there's
nothing wrong with her."

Mother reports Sally has increased aggressive behavior
toward Kevin.

Does not think husband's return to the

home has anything to do with it.

States her neighbor's

nurse advised her to punish Sally for her behavior but

the social worker said to ignor Sally and she would
quit. Apparently loves to go to school (Head Start).
PHN observed mother taking articles away from Sally
to keep Kevin from cyring.

For example:

Kevin

finished eating a candy bar and then took Sally's.
When Sally cried, mother yelled at her to stop.
Both children were sent outside, not to play but to
"Get out of this house right now!" Martha states

husband loses his temper quite easily and punishes
the children either by sending into the bedroom or
spanking.

T.C. from PHN in Head Start—Reports Sally has been
referred for psychological testing. Staff conference
to be held regarding future plans for child since
she will be entering kindergarten in the fall.

(Summary of conference in the family folder.)
T.C. from pt. requesting CHC appointment. States
Frank has been laid off construction job because
truck strike delayed delivery of building material.

Also, landlord sent an eviction notice today.

Will

make H.V. tomorrow afternoon.

Frank left the room when nurse entered. Martha says,
"He has always been a loner." Couple met in the cafe
where Martha was working and married after a brief

courtship.
then.

She was not aware of his drug problem

Would like for husband to provide for the

family needs.
Martha

Admits Frank has consumed a "moderate" amount

of alcohol but denies (without being asked) the use of
drugs. Discussed the importance of keeping probation
officer informed regarding work status. She thinks
he will work tomorrow for one of his friends who

junks cars. They borrowed money from another friend
to pay part of the back rent. She rejects any sug
gestion to go to the Community Mental Health Unit.
Wants to go back to work—asked if Kevin could be

placed in a day care center.

Sally

Parents still upset over psychological testing.

Is no longer being sent to H.S.

Planning to move to

another school district. Had a cold today. No temp,
slight cough, looks pale and listless. Mother vague
about eating habits. Bits and pieces of sandwiches
and soft drink bottles in the living room. Encouraged
to take both children to the clinic and to give them
vitamins.

HEAD START SUMMARY

RE:

SMITH, Sally

Sally is a self contained, withdrawn child, very fearful of
strange people or new situations. She absolutely refuses to
be tested in any way, eyes, hearing, perceptual or psychological.
She completely withdraws by not allowing eye contact, or pulling
away from physical contact. However, she does respond some to
firm constant effort and warmth from her teachers.

The teacher states she does nicely in any type of seat work
which does not require interaction with other children. She

would not play in the water or organized games.
PHN has discussed this behavior with the mother.

Mrs. Smith

refused to sign a consent for testing but later gave her
permission. She finds it hard to accept these findings
because she does not see this behavior at home.

She also

feels that Sally will grow out of it.

REC0I4MENDATI0NS:

(from staff conference)

That Sally:

1.

Will probably be able to attend regular kindergarten if
she has an understanding teacher, and follow up on
suggestion for Mental Health.
Needs a complete eye evaluation.

Needs some type of program to increase her good experiences
with social contacts outside the immediate family.
Be referred to Community Mental Health clinic for indivi
dual play therapy.
Be retested again in three months under as favorable
circumstances as possible.

APPENDIX G

COCHRAN Q-TEST

K(K-l)

j = 1

(10:161-166)

APPENDIX H

25421 Cole Street, Apt. R
Loma Linda, California 92354
March 19, 1970

M. E. Cosand, M.D.,
Medical Director

San Bernardino County Health
Department
351 Mountain View

San Bernardino, California
Dear Dr. Cosand:

One prominent problem in nursing is that valuable time is
frequently lost when working with patients who are not
responsive or who are "uncooperative" to the help the public
health nurse attempts to give. As graduate students at Loma
Linda University, we are doing a research project based on
the hypothesis that a significant number of uncooperative
patients are suffering from some degree of depression. We
do not mean to indicate that we consider this a cause-effect

relationship.
With your permission, we would like to involve five to eight
public health nurses from San Bernardino County to test our
hypothesis. Each nurse, using the established criteria, will
select approximately ten patients from her caseload. At her
next home visit to these patients, she will administer to
them a simple, standardized, self-rating depression question
naire. A sample questionnaire is enclosed in this letter.
To our knowledge the self-rating depression questionnaire
has not been used as a screening device for the general
public. However, it has been valuable in detecting hidden
depression in general medical patients. From our findings
we will correlate the degrees of cooperativeness and depres
sion.

We have been working closely with our thesis committee,
especially with our chairman. Miss Ruth White, in developing
our research design. We have also discussed this project
with Miss Clara Annabel and Mrs. Ann Ivey. On March 16, we
reviewed our project with the public health nursing super
visors who gave us support as well as many helpful sugges
tions. They indicated that they feel the topic is quite
relevant and are eager to hear the results of our findings.

M. E. Cosand, M.D.
Page Two
March 19, 1970

We would appreciate receiving your approval of the project so
that we may begin data collection soon. We will call your
office on Monday, March 23, to confirm this with you or your
secretary. If you would like a more detailed explanation of
our research design, we would be happy to make an appointment
for a personal interview.

Sincerely,

P. Sherrill Baugher

Nancy L. Swan

LOMA LINDA UNIVERSITY
Graduate School

DEPRESSION AND UNCOOPERATIVENESS IN
PUBLIC HEALTH PATIENTS

P. Sherrill Baugher

Nancy Lynn Swan

An Abstract in Partial Fulfillment

of the Requirements for the Degree

Master of Science in the Field of Nursing

January, 1971

ABSTRACT

The purpose of this study was to determine whether
uncooperative behavior and a quantitative measurement of

depression exist in the same patient in a public health
nurse's caseload.

Seven full-time public health nurses were

randomly selected from the San Bernardino Public Health

Department staff.

They reviewed their caseloads and selected

all the patients who met the general criteria.

Patients were then classified as cooperative or
uncooperative based on the following specific criteria:
(1) gives unreliable information, (2) uses the nurse as a
"buffer" between helping agencies, (3) demands immediate
gratification of requests in a stressful situation, (4) makes
only token provision to avoid further problems, (5) demands
attention in excessive amounts and/or inappropriate ways,
(6) is critical or unappreciative, (7) has "a problem for
your every solution," and (8) is a visit you would like to
postpone.

After the patients were classified, five cooperative
and five uncooperative patients were randomly selected from
each nurse's caseload.

The nurse then visited her ten

selected patients and administered the Zung Self-rating
Depression Scale (SDS).

From the sample of 70 patients, 67

VERNIER RADCLirFE MEivlORIAL LIBRARY
LO^IA LINDA UNIVFRRiTY

LOMA LINDA, CALif".

were visited and correctly completed the SDS.

Of the 67, 33

were classified as uncooperative and 34 as cooperative.
The uncooperative patients had a mean SDS score of
49.88.

The cooperative patients had a mean SDS score of

44.24.

This was significant at the 0.05 level and accepted

by the investigators.

The SDS is rated so that scores of 43

or below indicate little or no depression.

The higher the

score above 43, up to 100, the more severe the depression.
To rule out the possibility that the difference in
SDS mean scores between the cooperative and the uncooperative

group was due to other variables of ethnic group, crisis and
no crisis, socioeconomic levels, and reason for the nurse's

visit, these were tested.

No significant differences were

found when these variables were tested against the SDS means.
It was concluded that public health patients classified as

uncooperative do give more evidence of depression than those
considered cooperative.

